Fleet-Surgeon BASSETT-SMITH explained that it was a non-operative case. The Leishman bodies were present in the liver, spleen and bone-marrow, and possibly several other organs; so that the treatment was to give some form of arsenical preparation which was known to act upon these bodies. The kalaazar body was not a parasite which was free-swimming in the plasma, but was intracellular, hence the difficulty of killing the organism in the body was immensely increased; the aimwas slowly, but continuously, to bathe the parasite in arsenical preparations, and this he was doing, and at the same time was giving the patient a vaccine from his own organism. The fact that he had been under treatment nine months without going back was a hopeful one.
-measured several pints. The attack of hamatemesis was not associated with pain, but its severity left the patient almost exsanguine. He was seen by Dr. R. D. Muir, and was treated by means of neutral saline injections per rectum and subsequently by rectal feeding. Shortly afterwards marked distension of the abdomen occurred, which was thought to be due to tympanites, and as the abdominal distension disappeared *a fullness was observed on the left side, which was found to be the spleen. He was seen by Dr. Galloway in consultation with Dr. Muir -on March 11, 1913. On examination the spleen was distinctly palpable, the anterior margin projecting below the costal edge about 3 in. towards the umbilicus. No other indication of organic disease could be ascertained, especially no sign of portal obstruction nor enlargement of the liver. He had lost a large amount of weight since the haemorrhage. It is stated that before his weight, including clothes, was 13 st. 4 lb.on March 11, 11 st. 9 lb. with clothes. The urine was normal. The blood had recovered from the effects of the severe haemorrhage and on -examination gave the following results: Rouleaux formation, slightly increased; fibrin formation, somewhat diminished; red cells, 4,061,000 per cubic millimetre; hoemoglobin, 64 per cent.; colour index, 0'8; leucocytes, 3,100 per cubic millimetre; polymorphonuclears, 67'5 per cent.; small lymphocytes, 14 per cent.; large lymphocytes, 15'5 per cent.; large hyaline, 2 per cent.; eosinophiles, 1 per cent. Stained red cells show very little abnormality.
The diagnosis made was splenomegaly of Banti's type (splenic ana3mia).
He was again seen in consultation on June 20, 1913, having been in Brighton in the interval. His weight was 11 st. 1 lb. with clothes. He looked in much better health, not so pallid. There had been no further hamatemesis, but he had had occasional epistaxis. Bruises occur on the skin on very slight injury. He felt well, had returned to business and was doing nearly his usual amount of work. The spleen, still enlarged, extended from 3i to 4 in. froin the costal margin towards the umbilicus. The blood showed 5,000,000 red blood cells per cubic millimetre.
On July 14, 1913, he still remained in good health, was active in his work, but a tendency to easy hemorrhages from the gums was noted, and easily produced bruises on the surface. The spleen, enlarged, extended about 3L in.c from the costal margin towards the umbilicus. The liver was not enlarged. The blood showed about 5,000,000 red blood cells and gave a negative Wassermann reaction. Weight (June 22), 11 st. 9 lb. with clothes.
On October 30, 1913, the patient was seen in consultation by Dr. Muir, Dr. Galloway, and Sir William Osler. His condition was practically the same as on the two previous occasions. He was still doing a considerable amount of work, greatly interested in his occupation and fairly active physically. The diagnosis of splenomegaly, of Banti's type, was confirmed. Treatment by removal of the spleen was carefully discussed, but it was decided not to operate at the present time. He had been having treatment by means of the-internal administration of cacodylate of sodium in courses of a fortnight's duration-i gr. daily, with a week's interval between each course. It was decided that an experimental course of treatment by means of irradiation of the splenicarea by X-rays should be carried out.
On November 17, before treatment by X-rays was commenced, the following was the condition of his blood: Rouleaux and fibrin formation, normal; haemoglobin, 80 per cent.; red blood corpuscles, 4,737,000 per cubic millimetre; colour index, 0'8; white blood corpuscles, 2,000 per cubic millimetre; finely granular oxyphiles, 56 6 per cent.; small lymphocytes, 11'6 per cent.; large lymphocytes, 10 per cent.; eosinophiles, 1 6 per cent.; large hyaline, 18'6 per cent.; transitionals, 1 6 per cent.
X-ray exposures were given on November 17, 20, 24, and 28, by filtered irradiation, the tube 8 to 12 in. from the skin, the time of each exposure ten minutes, and the current 3 to 4 ma. (secondary). After the first exposure the condition of the blood was as follows: Rouleaux and fibrin formation, poor; hoemoglobin, 80 per cent.; red blood corpuscles, 3,700,000 per cubic millimetre; colour index, 108; white blood corpuscles, 1,820 per cubic millimetre; finely granular oxyphiles, 61 5 per cent.; small lymphocytes, 15'5 per cent.; large lymphocytes, 155. per cent.; eosinophiles, 2 per cent.; large hyaline, 3 per cent.; transitionals, 3 per cent.
After two exposures, the condition of the blood was noted as follows:
Rouleaux and fibrin formation, normal; hoemoglobin, 85 per cent.; red blood corpuscles, 3,500,000 per cubic millimetre; colour index, 0 9; white blood corpuscles, 1,600 per cubic millimetre; finely granular oxyphiles, 62 66 per cent.; small lymphocytes, 25 per cent.; large lymphocytes, 9 33 per cent.; eosinophiles, 2 per cent; large hyaline, 0 66 per cent.; myelocytes, 0 33 per cent. One normoblast seen while counting 300 leucocytes. On December 1, after the fourth exposure, the condition of blood was as follows: Hemoglobin, 80 per cent.; red blood corpuscles, 3,900,000 per cubic millimetre; colour index, 1P09. The treatment by X-rays was then stopped on account of the evidence of deterioration of the blood, both as regards the number of. red blood cells and the number of leucocytes, and also because the patient did not appear to be so well.
On December 18 the condition of the blood had somnewhat improved: Hemoglobin, 75 per cent.; red blood cells, 4,031,000 per cubic millimetre; colour index, 09; white blood cells, 1,400 per cubic millimetre.
The patient still remained under observation, but did not appear to be in quite such good health, though he still was able to do a fair amount of work.
On January 15, 1914, after having been troubled all day with flatulence, associated wi.th constipation, a condition which had given a good deal of trouble during the past year, a rectal enema was given by the nurse for the purpose of relieving the constipation. An ordinary result followed. About 10 o'clock he had an attack of retching, and brought up a small quantity of bright blood, and after this every hour during the night he passed dark, blood-stained stools.
On the morning of January 16 he felt sick, and about 9 o'clock vomited i pint of blood, later on 11 pints.
It was decided to bring him to Charing Cross Hospital, an2d during the journey he brought up a large quantity of blood, 14 pints being measured, while more had been caught in towels and handkerchiefs. It is 'supposed that he brought up 4' pints. On being kept at rest the haemorrhage ceased, though profuse melena resulted, and lasted for some days. He gradually began to improve in condition.
On January 23, 1914, the state of the blood was as follows: Rouleaux and fibrin formation, fair; haemoglobin, 42 per cent.; red blood cells, 1,642,000 per cubic millimetre; colour index, 1P3; white blood cells, 1,620 per cubic millimetre; finely granular oxyphiles, 68,25 per cent.; small lymphocytes, 23'75 per cent.; large lymphocytes, 3.75 per cent.; coarsely granular oxyphiles, 2'50 per cent.; coarsely granular basophiles, 0'25 per cent.; large hyaline, P5 per cent. While counting 400 white blood cells, 4 megaloblasts and 8 normoblasts were seen, with microcytes and megalocytes. Poikilocytosis -and polychromatophilia present.
The treatment consisted of rest, neutral salinae infusions per rectum; later, rectal feeding, and gradually a return to fluid and food by the mouth. The spleen was noted on admission to extend about 3 in. from the costal edge towards the umbilicus. The edge of the liver could be made out, but not very certainly, below the costal margin.
On recovering from the effects of the haemorrhage, abdonminal distension was observed, and gradually free fluid was noted to be present in the abdominal cavity, increasing in amount. There was no pain, no rise of temperature, the urine was normal, and there were no other obvious symptoms of disease.
No jaundice has been observed at any time while the patient has been under observation, but he says that he suffered from an attack of jaundice of short duration some years ago.
The patient left the hospital on Thursday, February 5, at his own request, and is now being treated at his own home.
[The operation of splenectomy was successfully performed on March 10, 1914, by Mr. Stanley Boyd. The number of red blood cells rose the next day to 2,300,000.1
DISCUSSION.
Dr. GALLOWAY said that if time had permitted he would have liked to have discussed the case from the points of view suggested by Sir Bertrand Dawson, but he must content himself with concentrating the attention of Fellows present on the question whether he should take the responsibility of advising this patient to have his spleen removed. Dr. Galloway thought that it might be taken for granted that this patient suffered from splenic anaemia of the Banti type. Almost exactly a year ago the patient had his first haemorrhage, of an extraordinarily profuse character. Subsequent to the haemorrhage the condition of his blood and his health rapidly improved. When he was seen in consultation with Dr. Muir and Sir William Osler, in October, his blood, with the exception of the persistent leucopenia, had come very near the normal condition; at any-rate, so far as could be judged by the condition of the red blood cells and haemoglobin. Bearing in mind the extraordinary profuseness of the hbmorrhage, which arose, no doubt, from enlarged veins in the mucous membrane of the stomach, or at the lower end of the cesophagus, and also that he had a tendency to easy bleeding from the gums, to epistaxis, and for bruises to appear upon slight cause, and also that he was then in very good condition and able to perform his usual duties, it was decided not to operate. He had previous to this date been under careful treatment by means of sodium cacodylate, and it was then decided to use carefully a course of X-ray treatment. The application of the X-rays seemed, however, to do definite harm, and it was soon stopped. About a month ago a second enormous haemorrhage occurred, showing itself by haematemesis and melaena. While recovering from this attack the abdomen began to swell, and about a fortnight ago the presence of free fluid in the abdominal cavity was noted. The amount rapidly increased till the present condition of greatly distended abdomen, due to marked ascites, was produced. It was worthy of consideration whether this rapidly growing ascites was due to cirrhosis of the liver, of which there had been no evidence up to the time of onset of the ascites, or whether it was due to partial thrombosis of some of the veins in the portal circulation. Under these circumstances, he invited the opinions of his colleagues as to whether the operation of removal of the spleen was justifiable, and as to the prospect of the operation: First, while it was being carried out; secondly, subsequent to its successful completion; and, finally, as to the chances of cure resulting from removal of the spleen.
Mr. W. D. SPANTON said, with regard to the question of operation, he thought it might be of interest to call the attention of the Section to the fact that a certain number of operations had been done on the spleen; and, in 1895,1 he published a paper, which referred to the whole of the recorded cases in various periodicals, foreign and English, up to that date. The number was just 100. Twenty-five of these were recorded as cases of operation in leucocythaemia. and they all but one died. One of the cases comprised in the list was said by Mr. Knowsley Thornton to be simple hypertrophy, so one might conclude that that case would recover. The remaining seventy-five cases comprised hypertrophies, wandering spleens, rotated spleens, lympho-sarcoma, cystic and other causes, including injury. Of the forty-nine cases of hypertrophy, twenty-six died; of the wandering spleens, only one out of fourteen died. There were two examples of rotated spleens, and both recovered, and all four cystic cases recovered. Of the other cases, one out of four recovered. The cases began in the year 1549, by Zaccharelli, and the first one recovered. In the early days, in the then stage of surgical technique, he contended that the operation was hardly justifiable. But as surgery progressed it became a more and more justifiable procedure. The range covered by the 100 cases was from 1549 to 1895. Of the second series, the seventy-five hypertrophies, &c., there were only seventeen English cases. The first of these was done by Sir Spencer Wells, in 1865. The second one was done for hypertrophy, and the tumour weighed 1 lb. 14 oz. That patient recovered. He (Mr. Spanton) had the third case in England, followed by two others, one of which was successful. Those three cases comprised the three largest tumours which had been operated upon in England up to that time. In 1895, when his paper was read, Sir John Bland-Sutton had had one case in 1892, which had recovered, and three cases in 1895, all of which recovered. In the first decade, 1866-75, there was a mortality-rate of 75 per cent. In the second decade, 1876-85, the mortalityrate was 59 per cent. In the third period, 1886-95, the mortality was only 16 per cent. So, with the progress of surgery, the operation was not nearly so formidable as in the past, and that fact should encourage operation, even in what would formerly have been considered somewhat doubtful cases.
Sir BERTRAND DAWSON said he thought his own case, L. L. (see p. 105), had a bearing on Dr. Galloway's case. The patient presented a very remarkable picture when she first came to the hospital, that of extreme chlorosis. Before then she had had two bad attacks of hematemesis. He thought at first it was a case of splenic anaemia, but he now had doubts as to that; she recovered from her anaemia much too quickly, and it looked as if her antemia was the result of the heamorrhage. He had never known splenic anaemia go from 2,000,000 odd red corpuscles to 5,000,000 odd in less than six weeks' treatment. She had had preliminary febrile illnesses and she had been made prostrate by haemorrhages. She was well for over a year, and then had another big haemorrhage, and again became extremely anEemic, with leucopenia. She had marked ascites, a big hard spleen, and the liver could be felt, on deep inspiration, to be extremely hard. The ascites occurred twice in three years. On the first occasion it was tapped two or three times and got better; on the second occasion it did not need to be tapped. At the operation not only was there a big spleen, but there was a hard cirrhotic liver split up into islands, very much resembling a lobulated pig's kidney. If one saw a liver like that in the days before the Wassermann test one would have said it was syphilis, but he was convinced it was not due to syphilis in this case: there wvas no suggestion of that disease in the patient or in the family; and nowadays, if the Wassermann test was negative one could be certain there was no syphilis. The Wassermann test, properly done, was extraordinarily accurate. This patient was now going about in perfect health, prosecuting her employment, and in a couple of months intended to get married. It was less than twvo ye.ars since her last heematemesis, and possibly some day he weould hear that she had had another haemorrhage. In some respects this case was a parallel to Dr. Galloway's. Why such a patient who had had ascites and hepatic cirrhosis should get better by removal of the spleen was difficult to explain. He should encourage Dr. Galloway to have excision done in his case.
Dr. PARKES WEBER said that, since the ascites had developed, Dr. Galloway's case seemed, from the clinical point of view, to be one of the third stage of splenic antemia; in other words, it was now one of advanced "Banti's disease." The ascites would anyhow have to be tapped soon, and he suggested an exploratory laparotomy. If it were then found that the condition of the liver was better than expected, and the spleen seemed capable of easy removal, he advised splenectomy. Otherwise, it would be well to do an omentopexy, and to drain the peritoneal cavity, under the most careful antiseptic precautions.
Dr. HUGH THURSFIELD said he would like to put the case of Dr. Galloway's patient in the briefest possible words. The patient had had two severe attacks of haematemesis. What would be his fate if nothing were done for him? Almost certainly death from another hoematemesis within two or three years. He could not look forward to life much beyond that time. On the other hand, if the spleen were excised now, although there was already some evidence of liver involvement, the statistics available for the last ten years tended to show that be would have at least a 50 per cent. chance of good health for many years afterwards. Therefore he would say, without hesitation, to Dr. Gallowayhave his spleen removed at the earliest possible date.
Case of Splenic Anemia with Ascites, treated by Splenectomy and Omentopexy.
By HUGH LETT, F.R.C.S.
THE patient, M. S., a girl, aged 17, was admitted to the London Hospital under the care of Dr. Hadley in September, 1909. She was undersized and intellectually somewhat dull. She was enmployed as a milliner's assistant. For nine months the abdomen had been steadily enlarging, and she had been growing more and more anaemic, with corresponding loss of epergy. She had suffered from epistaxis and had had several attacks of han-matemesis.
On admission to the Hospital she was very anaemic. The spleen was considerably enlarged, its lower border reaching to the level of the anterior superior iliac spine. The abdominal wall was tense from the presence of a large amount of free fluid in the peritoneal cavity. No enlargement of the lymphatic glands could be detected.
On September 10 an examination of the blood gave the following result Splenectomy: On September 28 I removed the spleen through an incision in the left linea semilunaris. .The chief point of interest in the operation was the condition of the splenic veins. They were very large and their walls were much thickened, but so pliable that extreme care had to be exercised to prevent the ligatures cutting through the walls of the veins. The various vessels in the pedicle were ligatured separately. The spleen had no abdominal adhesions and the operation was practically bloodless and unattended by shock. The liver was smaller than normal.
Subsequent progress was uneventful as far as the wound was concerned; healing took place by first intention.
